     


	PATIENT INFORMATION
	Prenatal Labs

BT/AB:

     
Rub:

 FORMCHECKBOX 
 I

 FORMCHECKBOX 
 NI

+

–
HBSAg
 FORMCHECKBOX 

 FORMCHECKBOX 

HIV
 FORMCHECKBOX 

 FORMCHECKBOX 

RPR
 FORMCHECKBOX 

 FORMCHECKBOX 

GBS
 FORMCHECKBOX 

 FORMCHECKBOX 

GBS UNK

 FORMCHECKBOX 

GC
 FORMCHECKBOX 

 FORMCHECKBOX 

Chlam
 FORMCHECKBOX 

 FORMCHECKBOX 

Other:
     


	Patient Label
	Referring OB/MFM: 
	

	
	Reason for consult:     
	

	MATERNAL HISTORY
	

	Age:     FORMTEXT 

  
 y.o.     G       P         AB         LC       
	

	EGA:       

 
/7 wks     EDC:  FORMTEXT 

  
      LMP:           EFW:      (gm)     EFW:      (gm)
	

	Active Issues:       
	

	Maternal Medications
+

–
ANS
 FORMCHECKBOX 

 FORMCHECKBOX 

#doses:

   
Toco
 FORMCHECKBOX 

 FORMCHECKBOX 

GBS PRPHYLX
 FORMCHECKBOX 

 FORMCHECKBOX 

Other Meds:      
Discussion: I discussed with the patient (& spouse/significant other/family) the expected plan of care surrounding the birth of their child/children with a diabetic mother (details as noted below).

Neonatology is being consulted due to gestational diabetes. It was explained to the mother that diabetes in pregnancy is associated with increased risks of complications in the infant.  Fetal overgrowth is a major concern in these pregnancies. Infants of diabetic mothers (IDM) are large (macrosomic).  Macrosomia is seen in about 15-45% of diabetic pregnancies. The mother was informed that macrosomic infants are at increased risk of birth injuries during delivery. Injuries such as shoulder dystocia, clavicular fractures and cephalohematomas are common. After birth, the infant will be evaluated and provided with treatment if indicated. The mother was also informed that many IDM have delayed lung maturity and may have surfactant deficiency.  This may result in additional respiratory support including supplemental oxygen, CPAP or mechanical ventilation.  Should the infant require intubation, we will likely proceed with surfactant replacement therapy. 

The mother was further advised that affected infants are also at risk for metabolic abnormalities in the newborn period.  The most common derangements are with glucose, calcium and magnesium.  Hypoglycemia is seen in ~ 27% of IDM. Hypoglycemia is likely to occur between 1-5 hours after birth.  There will be close monitoring of glucose soon after birth.  The infant may need IV glucose and admission to the NICU.  Calcium and magnesium levels will also be measured and supplemented if indicated.  Additional complications include polycythemia, and hyperbilirubinemia.  Hyperbilirubinemia may require intensive phototherapy.  Polycythemia may require partial exchange transfusion. 

A number of other malformations can be seen in affected infants.   These include hypertrophic cardiomyopathy, spina bifida and caudal regression.  Cardiomyopathy typically resolves in the first few months of life.  The newborn infant will be evaluated soon after birth for any signs of anomalies.  

The patient (& spouse or significant other/family) was told that the survival rate for IDM without major anatomical abnormalities is generally good.  Symptomatic infants mostly improve within the first week of life.  The mother had the opportunity to ask questions, and had them answered to her/their satisfaction


	Plan/Recommendations:     

	I spent       minutes with the patient of which more than 50 percent was spent counseling and coordinating care.
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